DIAPHRAGMATIC hernia in adults is sufficiently rare and serious to call for a report of every case. The following report of a case, with operative cure by the abdominal route, is therefore of interest.
History.-The patient was a clerk, aged 24. I performed the ordinary radical cure for left inguinal hernia, in Northampton General Hospital on March 4, 1929. Four days later the patient was attacked with retching, epigastric discomfort, and faintness, and the following day passed a black, tarry motion. A full inquiry was then made into his previous history with the following result:
For two or three years he had suffered from sharp pain in the epigastrium, exactly in the mid-line, coming on before meals. He sometimes had nausea without pain immediately after meals. Vomiting had never occurred. The pain was always relieved by food or by bisurated magnesia. It was usually least when the patient was in the erect position and worst when he was recumbent. When the pain passed off it did so to the accompaniment of loud epigastric gurgling. The patient felt that vomiting would relieve him a good deal, but he had never achieved it. There was complete absence of flatulence and acid eructation. Appetite was always good and weight steady. Under diet and alkaline powders from his own doctor for eighteen months, there had been only temporary relief from pain. Periodicity, however, was well marked. Attacks of indigestion used to last from two to three months, with periods of freedom for three or four montns. The bowels were regular and no previous attack of melmna had been noticed. There was no history of any previous illness, or of any injury or strain to the upper abdomen or chest. Even when suffering from indigestion he was particularly healthy in other respects and had played football and cricket during the previous year.
On examination.-He had a scaphoid abdomen and there was tenderness at a point 2 in. below the xiphisternum. No abnormal swelling was palpable.
Test meal (one hour): Free hydrochloric acid 0 248; total acidity, 79.
Skiagram after a barium meal showed a trilocular stomach ( fig. 1 , p. 16). This showed in lateral view only as when seen from the front the two upper locules were superimposed. The way these filled when the patient drank the barium was remarkable ( fig. 2 ). When the barium reached the lower end of the cesophagus it ran uphill and filled the largest loculus from below upwards, then trickled over into the second loculus which it filled in like manner. Finally it passed slowly through the lower end of the second loculus and filled the third loculus, which was lying immediately below it. 
Section .of Surgery
When viewed from the front ( fig. 3 ), the stomach was seen on the left side of the heart. It reached the upper border of the eighth dorsal vertebra and four inches above the shadow of the diaphragm, with the patient standing. The radiographic diagnosis of diaphragmatic hernia was thus established.
Operation. April 11, 1929.-I made a left paramedian incision extending from over the costal margin to well below the umbilicus, and the rectus was displaced outwards. This simple incision, when retracted laterally, gave perfect exposure and access to the diaphragm. The appearance of the upper abdomen was remarkable, as it was empty except for the liver and the portions of bowel emerging from the thorax ( fig. 4 ). I withdrew the stomach from the thorax by traction on the greater curvature. When withdrawn from the abdomen, it was the largest stomach I have ever seen, and the greater curvature lay on the pubis. The whole length of the 17 939 PI .. fl Proceedinqs of the Royal Society of Medicine duodenum showed very pronounced ileus. There was no sign of ulceration in the stomach or duodenum, nor any obstruction or kinking, and I believed that they would both fully recover if placed in their natural positions. The upper half of the small intestine reposed in the thorax and was easily withdrawn, as the bowel was collapsed. I then withdrew the greater part of the transverse colon and great omentum. On looking into the thoracic cavity I saw the spleen resting on the upper surface of the diaphragm in the angle between diaphragm and lateral chest wall, and with it the tail of the pancreas. These viscera were both withdrawn and appeared quite normal. The opening in the diaphragm (fig. 5 ) occupied the posterior part of the left cupola, was oval in shape and extended to within one inch of the cesophageal opening. The pleura and peritoneum were in one plane posteriorly, and were interrupted by a shelf of diaphragm anteriorly and bilaterally. The heart was seen beating. I passed my hand easily through the opening and felt the lung collapsed in the upper part of the pleural cavity. There was no hernial sac. The hole in the diaphragm was closed by suturing the anterior over the posterior edge on either side as in the Mayo operation for umbilical hernia, and where the posterior edge was deficient the sutures were passed through the muscles of the posterior abdominal 18 940 19 Section: of Surgery 942 wall. This was done with eight mattress sutures of double catgut, and the parts came together without any tension or difficulty. The various viscera were then carefully placed in position and the abdomen was closed in the ordinary way. Subsequent progress.-There was very little shock from the operation. On the following day the patient had two short attacks of hiccup and some pain in the left side of the chest. Apart from this, he made an uneventful recovery and was discharged on the twenty-sixth day. He was completely relieved of his symptoms and said he" felt a different man." He has been quite well since and has gained over a stone in weight.
COMMENTARY. Symptoms.-Special features were:
(1) Great similarity to duodenal ulcer with melmna, periodicity and relief by alkalis.
(2) Pain aggravated by recumbency and relieved by the erect posture.
(3) Relief of pain was often accompanied by loud epigastric gurgling.
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AEtiology.-This diaphragmatic hernia was undoubtedly of the congenital type, as the pleura and peritoneum were in one absolutely smooth plane posteriorly, and it was evident that no diaphragm had ever developed at that place. There was a latent period of twenty-one years before symptoms developed. The large size of the opening made it less dangerous. It is not .easy to explain what happened at this time to initiate the chronic symptoms. Possibly some posture or movement when playing games forced the spleen through the opening into the position seen at the operation, and the additional contents, as in other herniin, produced symptoms. The onset of acute symptoms with meliena is more easily explained. Recumbency tends to have the same effect on a diaphragmatic hernia that standing has on an inguinal or ventral hernia, and it had usually aggravated this patient's symptoms. The recumbent position was adopted after the inguinal herniorrhaphy which I performed, and after four days of this the acute symptoms developed.
Operative methods.-The thoracic approach may be necessary when there are intrathoracic adhesions, but scarcely seems necessary in other cases and is certainly a more severe operation. Moreover, it is much easier to pass hollow viscera through an opening by traction from one side than-by pressure from the other. I found the abdominal approach very satisfactory in every way, and the paramedian incision seems to me the ideal.
Recognition of diaphragmatic hernia.-Not nearly so many cases have been reported in this country as in America, and there can be little doubt that many cases are overlooked. How can this be avoided? I make the following suggestions, bearing in mind that the commonest symptoms are gastric:
(1) In gastric cases, examine the left base for such signs as absence of breath-sounds in association with an area of hyper-resonance, and perhaps gurgling sounds, and possibly of splenic dullness above the diaphragm. In view of the large number of dyspepsia cases treated by physicians, the remembrance of diaphragmatic hernia as a cause of dyspepsia and the routine examination for these signs would probably lead to the recognition of more cases of diaphragmatic hernia.
(2) When making X-ray examinations in gastric cases special care should be taken to determine the level of the stomach in relation to the diaphragm, especially in the recumbent position.
(3) In operating for gastric or duodenal ulcer or other upper abdominal conditions, if the viscera are normal, then palpation of the diaphragm should be included in the surgeon's routine examination.
My thanks are due to Dr. W. M. Robson for the radiograms, to Mr. Ian Aird, F.R.C.S., my then house surgeon, for his excellent assistance and case notes, and to Mr. Sewell for the drawings.
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